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Professional horse racing is an exciting and demanding
sport with high injury rates. Surprisingly few
epidemiological studies have been published and no
prospective studies have been reported. This paper
reviews the literature and provides a detailed
breakdown of injuries in Great Britain and the Republic
of Ireland for 1992–2000. The introduction of
protective equipment is discussed and evidence for its
effectiveness put forward.
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Horse racing is an immensely popular global

sport with attendance figures exceeding all

other professional and collegiate sports in

the United States.1 In Great Britain, spectator

numbers have regularly topped 5 million since

1997 (2 million for jump meetings and 3 million

for flat meetings), and horse racing ranks second

to soccer in televised coverage available to terres-

trial viewers.

A review of the literature shows a paucity of

information on the incidence and type of injuries

suffered by professional jockeys. This review is

designed to both critically appraise the available

literature and provide a detailed breakdown of

race riding injuries in Great Britain and Ireland

for 1992–2000.

Since 1992, considerable changes have been

introduced in the monitoring of race riding inju-

ries, the type of protective equipment compulso-

rily worn by professional jockeys, and the medical

arrangements available on racecourses. Analysis

of the injury rates over this period will highlight

these specific issues.

BACKGROUND
Professional horse racing is broadly divided into

flat racing and jump racing (also referred to as

National Hunt racing), both of which take place

over a full 12 month season. Flat racing on grass

is also referred to as turf flat racing. Flat racing is

also conducted on “all weather tracks”, which are

constructed of a sand/fibre/binder combination

which does not freeze during the winter months

(November–March). Injury rates for turf and all

weather track racing will be considered sepa-

rately.

In Great Britain in the year 2000, a total of 107

flat racing jockeys and 90 jump jockeys had full

registration, and 128 flat apprentices and 128

jump apprentices were registered. In addition,

462 amateur jockeys were registered for flat

racing and 468 for jump racing. Male jockeys

dominated the professional sport, with four
female flat jockeys, 32 female flat racing appren-
tices, three female jump jockeys, two female jump
apprentices, and 168 female amateur jockeys reg-
istered. For the same year in Ireland, 59 flat jock-
eys, 85 apprentice flat jockeys, and 133 jump
jockeys were registered. No information is avail-
able on the sex of these riders. These rates of
female jockeys are low by comparison with some
US studies, which show 25–30% female participa-
tion rates.2

In Great Britain, professional horse racing is
conducted on 59 racecourses (two in Wales, five in
Scotland, and 52 in England). Each racecourse is
responsible for an average of 20 race meetings per
annum (range 5–63), and a total of 1050 meetings
were held in 2000. The highest number of
meetings on any one day is 11 jump meetings and
six flat meetings. In Ireland, horse racing is
conducted on 27 racecourses. Each racecourse is
responsible for an average of 10 race meetings per
annum with a total of 270 meetings held in 2000.

The shortest flat race distance is 5 furlongs (1
km or 0.625 miles), and the longest race distance
is 2.75 miles (4.4 km). For jump racing, the
distances vary between 2 and 4.5 miles (3.2–7.2
km).

In Great Britain, for the year 2000, racing
involved 12 586 horses in training, 8360 owners,
and 525 trainers. For each meeting an average of
25 jockeys are in attendance (range 13–83). In the
same year in Ireland, racing involved 4776 horses
in training, 3500 owners, and 372 trainers.

Flat jockeys and flat racing
Flat jockeys usually start race riding at 16–18

years of age. At this stage, they are referred to as

“apprentice” riders, and the period of apprentice-

ship is a maximum of five years. At the age of 25

(or after five years apprenticeship) the jockey

must become a full professional flat jockey or

retire from the sport. Full professional flat jockeys

normally retire between the age of 50 and 59.
During the study period, the maximum

number of rides by a single flat jockey in one year

was 998 for a full licence holder and 748 by an

apprentice. The maximum number of wins by a

single jockey was 155 for a full licence and 87 by

an apprentice.

Jump jockeys and jump racing
The information is as for flat jockeys (above)

except that young jump jockeys are referred to as

“conditional” riders as opposed to “apprentice

riders”. Jump jockeys normally retire before they

reach the age of 40.

During the study period, the maximum

number of rides per season by a single jump
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jockey was 858 and the maximum number of wins in a single

season was 245. The corresponding values for a conditional/

apprentice were 374 rides and 51 wins. The maximum number

of falls by a single jockey was 51, and 31 for a conditional.

In jump racing there are separate events that involve two

types of obstacle: hurdle and steeplechase fences. A hurdle

race involves only hurdle fences, and a steeplechase only

involves steeplechase fences. All jockeys normally ride over

both types of fence. All fences are made of birch, spruce, and

timber.

The tops of hurdle fences are required to be no more than 3

feet 1 inch (94 cm) above the ground. There must be at least

eight hurdles in the first 2 miles (3.2 km) of the race and one

additional hurdle for every additional 0.25 miles (0.4 km) of

the race. Steeplechase fences vary both in height and type.

Plain and open ditch steeple fences must be a minimum of 4

feet 6 inches (1.37 m). Water jump fences must be a minimum

of 3 feet (91.4 cm), have a uniform depth of water 3 inches

(7.6 cm), and the width of water to jump must be a minimum

of 9 feet (2.74 m). There must be at least 12 fences in the first

2 miles (3.2 km) of a steeplechase race and at least six

additional fences for every additional mile (1.6 km). Only one

jump may be a water jump, but there must be at least one open

ditch per mile of the race.

Point to point
Point to point racing is an amateur only sport that takes place

between January and May each year. There are about 210 fix-

tures annually involving 1100 amateur riders jumping over

steeplechase fences only. There have been a number of studies

on injury rates3–9; however, this particular discipline will not be

considered further in this paper.

The horses
Most thoroughbred racehorses weigh 1000–1200 lbs (450–550

kg). They are capable of reaching speeds of over 40 mph (64.4

kph) when travelling downhill in flat racing. In addition to

propelling a jockey on to the ground from a saddle height of

about 6 feet (2 m), horses can inflict injuries by biting, pulling,

kicking, standing or rolling on the rider, and hitting the rider

with a sudden movement of the head.10 When head injuries

are considered, a value of 9 feet (3 m) is often used, being the

distance between the rider’s head and the ground.70 This

review includes all injuries to jockeys during the course of a

day’s racing, not just those that occur between the start and

finish of a race. Jockeys are at risk from the moment they

come into contact with the horse (before mounting the horse

in the paddock) until after they have dismounted and moved

out of reach of the horse. About 30% of injuries occur in the

paddock, before the start, in the stalls, or after the finish of a

race.

It is worth emphasising that the jockey does not “sit” on the

horse but rather grips the horse with knees, ankles, and thighs

and leans forward over the horse’s wither. The jockey’s back is

parallel to that of the horse. Because of this seating position, if

the horse stops suddenly the jockey is usually propelled

forward over its neck into the rail or on to the track and into

the path of other horses. Riding in this position (“riding

short”) may also cause specific overuse soft tissue injuries.11

Medical care of jockeys
The Jockey Club closely regulates racing in Great Britain, and

the medical arrangements on all racecourses must comply

with a set of detailed instructions (The Jockey Club General

Instruction 11 (JCGI 11)). A breach of these instructions is

likely to result in action being brought against the racecourse

by the regulating authority. A similar protocol has been devel-

oped for racing in Ireland.

At every race meeting, two appropriately trained doctors are

required to be on duty solely to look after the needs of the

jockeys. Separate medical care exists for injuries and illnesses

in other attendees at race meetings (trainers, owners, stable

staff, members of the public, etc). All jockeys carry a “medical

passport” (Medical Record Book (MRB)), which is examined

Table 1 Injury statistics 1992–2000 for flat racing

Racing type Rides Falls
Incidence of
falls/ride (%) Total injuries

Flat racing GB 317953 1323 0.42 535
Flat racing Ireland 67808 253 0.37 101
Total 385761 1576 0.41 636

Table 2 Injury statistics 1992–2000 for jump racing

Racing type Rides Falls
Incidence of
falls/ride (%) Total injuries

Jump racing GB 232539 15856 6.8 2810
Jump racing Ireland 127686 6093 4.8 751
Total 360225 21949 6.1 3561

Table 3 Injury rates 1992–2000 for all types of
racing

Racing type
Injury
incidence/ride (%)

Injury incidence/fall
(%)

Flat racing GB 0.17 40.4
Flat racing Ireland 0.15 39.9
Jump racing GB 1.2 17.7
Jump racing Ireland 0.6 12.3

Table 4 Comparison of injuries in all weather track
(AWT) and turf flat racing in GB 1994–2000

Table AWT racing Turf flat racing

Falls (% of rides) 0.28 0.42
% falls resulting in injury 38.3 40.4
% rides resulting in injury 0.11 0.17
Fall/ride ratio 361 240
Injury/ride ratio 928 594
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by the racecourse authorities when the jockey arrives at a race

meeting. All falls are recorded in the MRB and on a separate

sheet (MO1), which is subsequently returned to the chief

medical adviser of the licensing authority (Jockey Club or Turf

Club). Since 1992, it has been compulsory for all racecourses

to return a completed MO1 form for every race meeting. All

jockeys who fall, become ill, or are injured on a racecourse are

required to report to a racecourse medical officer for examina-

tion. The results of all examinations must be recorded in the

MRB and on the MO1 form for return to the racing authority.

Any jockey who has a recorded injury in his/her MRB (from a

previous race meeting) may not return to race riding until

she/he has been examined by a racecourse medical officer and

declared “fit to return to race riding”. This is then documented

in the MRB.

The MO1 system enables details of all falls and injuries to be

maintained centrally and for injuries to be monitored by the

chief medical advisor. This ensures that jockeys who are at

additional risk (to themselves or of causing injury to other

riders) are not allowed to return to competitive racing before

it is safe for them to do so.

Professional jockeys in Great Britain are covered by an

injury insurance scheme (Professional Riders Insurance

Scheme) which provides weekly payments of up to £1100 for

the injured jockey for up to a maximum of 78 weeks.

All jockeys are required to wear protective helmets to the

European Standard EN 1384.1996, which must be securely

fastened at all times. This standard became compulsory in

Great Britain and Ireland in 1996, but helmets manufactured

to this standard were available from 1993 and most jockeys in

Great Britain were wearing them from 1994.

All jockeys are required to wear a body protector to the

European Standard EN: 13158.2000; this became compulsory

in 2001. Jockeys have always been required to wear body pro-

tectors but there was considerable variety in construction

before the adoption of the European Standard. Most jump

jockeys have worn a “European type” body protector since

1994, but flat jockeys have tended to use a much lighter

version with less protection. NB Body protectors are solely to

reduce the incidence of fractured ribs and soft tissue injury.

They were originally referred to as spinal protectors but they

were never designed to fulfil this function. In essence, they are

a padded vest with shoulder pads.

METHODS
The relevant literature was searched through the use of

Medline (1966–2001) and Sport Discus (1975–2001) searches,

manual searches of journals and reference lists, and discus-

sions with experts and sporting organisations world wide.

Keywords and Mesh headings used in all searches included

horse racing, equestrian injuries, jockeys, concussion, brain

injury, head injury, head trauma, brain trauma, sports injuries,

and brain commotion.
The injury data were provided by the Jockey Club (for Great

Britain statistics) and the Irish Turf Club (for the Republic of
Ireland statistics) and is based on the medical evaluation of
every fall that has occurred on a licensed racecourse during
1992–2000.

The injury definition used in this study is important. In
many injury epidemiology studies, sporting injuries are
defined as those causing time away from work or sports par-
ticipation; however, horse racing is different. For example,
amateur riders may only have four rides in a 12 month period
and the fact that there may be a three month gap between
races bears no relation to the injury severity. Professional
jockeys tend to return to riding relatively quickly although in
part this depends on the availability of rides rather than the
fact that the injury is resolved. This is particularly true for
younger or apprentice jockeys. For the purpose of this study an
injury was therefore defined as one recorded in writing by the
medical officer. It is acknowledged that this may result in
under-reporting of the more minor injuries.

Data were statistically analysed using STATA 6.0.

RESULTS
This analysis of the injury data from Great Britain and Ireland

involved a review of 745 896 rides, 23 525 falls, and 4248 inju-

ries. Tables 1–3 show the injury epidemiology and incidence

rates for the various forms of racing.
It can be seen that the injury incidence is significantly dif-

ferent between the two countries. In jump racing, the number
of falls per ride and the injury rates per ride and per fall are
higher in Great Britain than in Ireland. In flat racing, there is
little difference between the two countries. In part, this may
reflect the greater preponderance of jump racing in Ireland
and presumably the greater experience of the jockeys
concerned. There may also be under-reporting of minor inju-
ries in Ireland which may in part explain the findings in table
3.

Another widely held belief is that the “best jump jockeys”
get the “best horses” and are therefore less likely to fall and
injure themselves. A subgroup analysis was performed of the
top jump jockeys in Great Britain and Ireland (winning over
100 races per season in any of the last four jumps seasons). All
these jockeys achieved a remarkable success rate of one win
per 3.3–6.6 rides, with average winnings of £771 688 per
jockey per season. There was no significant difference in the

fall/ride ratio between these “elite” jump jockeys from the

average fall/ride ratio of 16.0

All weather turf racing and injuries
There are three all weather tracks in Great Britain where flat

races may be run during the winter months. All have a stand-

ard oval shaped track, but, unlike turf courses, the racing sur-

face is a combination of sand, fibre, and a polymer binder

designed not to freeze at subzero temperatures.

Table 4 gives injury data for 1994–2000 compared with

similar data for turf flat racing. During that period, a total of

63 163 rides, 175 falls, and 67 injuries were noted. Although

the injury rates were higher on this surface, no particular

types of injury were significantly increased.

Fatal injuries
Fatal injuries were extremely uncommon in 1992–2000. In flat

racing, one death occurred in Great Britain and none in

Table 5 Fatalities in professional horseracing in
Great Britain 1975–2000

Type of racing Rides Fatalities M:F
Fatality
rate*

Flat racing 953856 4 4:0 419.4
Jump racing 773511 5 4:1 646.4

*Fatalitiy rate per 100 000 000 rides.

Table 6 Causes of death in professional horseracing
in Great Britain 1975–2000

Case
number Type of racing

Cause of death (as listed on death
certificate)

1 Flat Cerebral laceration, skull fracture
2 Jump Left pneumothorax, lung laceration
3 Jump (Amateur) Cerebral oedema/haemorrhage
4 Jump Traumatic brain injury
5 Jump Subdural haematoma
6 Flat Intrathoracic haemorrhage/rib fractures
7 Jump Ruptured liver/inferior vena cava
8 Flat (Amateur) Subdural haematoma
9 Flat Subdural haematoma
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Ireland. In jump racing, one occurred in Great Britain and

none in Ireland. The cause of death was ruptured inferior vena

cava and liver in one case and intrathoracic haemorrhage with

multiple rib fractures and lung lacerations in the other.
In a more detailed analysis of horse racing deaths in Great

Britain during 1975–2000 (26 years), there were 1 727 367
rides and eight deaths in flat and jump racing (table 5). Table
6 lists the cause of death for each case.

Deaths are normally expressed per 100 000 000 occasions
(days) of participation, but on any given day a jockey may have
between one and 12 rides, each of which exposes him/her to
risk. The Jockey Club data are therefore expressed per
100 000 000 rides.

Head injuries and concussion
Concussion was a relatively common injury in this survey

period (table 7). Although year to year variation occurred, in

broad terms, the concussion rate was higher for flat racing.

This reflects the higher speed and the fact that falls tend to

occur when horses are closely bunched together so that jock-

eys sustain kicks from other horses, in addition to direct con-

tact with the ground. It can also be seen that there is a

geographic difference, with lower concussion rates in Great

Britain than in Ireland in both flat and jump racing.
Other more severe head injuries occur. Three major head

injuries were noted during the study period (two in flat racing,

one in jumping). These were two extradural haemorrhages
and one intracerebral bleed. All jockeys survived the incidents
but none returned to race riding.

Common injuries
The most common injuries overall were soft tissue injuries.

Because of variations in the reporting mechanisms between

Great Britain and Ireland, it is likely that these injuries are

under-reported. They included muscle contusions, ligament

sprains, and muscle strains. Consistently, the injury resulting

in the longest period off work was internal ligamentous

derangement of the knee, with an average of 130 days off

work. The most common serious injury experienced by jockeys

was fracture (tables 8 and 9), mainly to the upper limb and

clavicle (73% in flat racing and 71% in jump racing). This is

much higher than the 41% reported by Press et al12 for a simi-

lar set of jockeys.
A significant difference in injury rates between the two

countries was also noted. The more serious injuries have been
highlighted, as it is likely that they would be less subject to
reporting bias (tables 10 and 11). It would appear that,
although flat jockeys in Ireland have slightly fewer falls than
those in Great Britain (1 fall/268 rides v 1 fall/240 rides), their
chance of suffering a serious injury appears to be higher when
flat racing in Ireland. When jump racing is considered, the
fall/ride ratio is similar but the injury rates per ride are lower.

Table 7 Concussion rate per 100 falls 1992–2000

1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 Total

Flat racing GB 2.7 4.9 3.2 1.8 4.8 1.4 5.3 1.4 2.7 1.2 2.5
Flat racing Ireland – 10.0 11.5 8.0 12.9 5.1 3.4 8.3 5.8 9.4 7.4
Jump racing GB na 1.9 2.0 2.5 2.4 1.6 1.3 1.5 1.4 1.6 1.8
Jump racing Ireland 2.0 2.9 2.3 3.1 2.7 1.7 1.7 1.7 2.1 2.6 2.3

na, Not available.

Table 8 Common injuries to jockeys in flat racing in Great Britain and Ireland

1992 1993 1994 1995 1996 1997 1998 1999 2000 Total

Fracture 9 7 12 4 11 7 8 8 7 64
Dislocations 0 0 0 0 2 0 0 0 0 2
Concussion 3 6 8 4 11 4 9 5 6 56
Soft tissue injury 36 31 58 51 53 68 43 80 48 468

Table 9 Common injuries to jockeys in jump racing in Great Britain and Ireland

1992 1993 1994 1995 1996 1997 1998 1999 2000 Total

Fracture 98 98 87 59 75 72 72 65 62 614
Dislocations 10 10 5 6 10 9 6 8 7 62
Concussion 57 62 53 64 67 44 38 45 34 419
Soft tissue injury 289 299 251 248 313 310 309 338 338 2433

Table 10 Injury rates in Great Britain 1992–2000

Injury

Flat racing Jump racing

Injuries as % of total
falls

Injuries per 100000
rides

Injuries as % of total
falls

Injuries per 100000
rides

Concussion 2.8 11.6 1.84 125.6
Fracture 3.6 14.6 2.55 174.2
Dislocations 0.08 0.31 0.30 20.2

406 Turner, McCrory, Halley

www.bjsportmed.com

http://bjsm.bmj.com


The reasons for this regional difference are not clear but jockey

expertise alone would not explain this pattern and it may be

explained in part by under-reporting of minor injuries in Ire-

land. There is free flow of jockeys between the two countries,

and there is no evidence from these riders that any difference

exists in the standard or quality of racing in Great Britain and

Ireland.

Career ending injuries
Career ending injuries were specifically analysed in the data

from Great Britain. All these injuries have resulted in the

maximum 78 week claim being paid by the insurance scheme

outlined above. In the period 1996–2000, a total of 16 (13

jump, three flat) such injuries were noted. In the same period,

a total of 300 851 rides occurred with 8254 falls.

Injuries that ended the jockey’s career included severe head

injury (three cases), vertebral fracture (three cases), crushed

hand (three cases), fractured elbow (two cases), fractured

shoulder (two cases), ankle fracture (one case), knee ligament

disruption (one case), and ruptured pancreas (one case).

DISCUSSION
There is a paucity of information on professional horse racing

and the injury epidemiology within this sport. This is surpris-

ing given the high media and public interest in horse racing as

a spectator sport. One of the difficulties is that many papers

have been written on recreational and sporting equestrian

participation rather than professional horse racing.3–5 7 13–38

There has also been considerable interest in equestrian

injuries in paediatric and adolescent age groups.6 39–48 There is

some information on the physiological demands of jockeys

and in particular issues related to weight control and potential

for medical problems.2 49–57

Only a few studies on professional horse racing have been

published. Many of these are case reports of serious injuries

rather than injury epidemiology.1–3 8 12 50 58–65 As well as profes-

sional horse racing, there have been some studies on other

forms of professional equestrian sport—for example, rodeo,

fox hunting, and polo.31 32 66–69

In the United States, Press et al12 reported a retrospective

questionnaire study of 706 experienced professional jockeys

and their injuries and health concerns. These jockeys ride an
average of 600 races a year. In this study, a total of 1757 inju-
ries were reported. Of these, fractures were the most common
(64% of total injuries) followed by concussion (8%) and joint
dislocation (7%). Of the fractures, 41% were upper limb, 24%
were lower limb, 12% were rib fractures, 10% were spinal frac-
tures, and 9% were skull fractures, and 3% were hip/pelvis
fractures.

This differs from the findings in this study where most
injuries were soft tissue, and upper limb/clavicle fractures pre-
dominated. This may in part be related to the surfaces on
which horse racing occurs, but is more likely to be because
jockeys take soft tissue injuries as part and parcel of everyday
life and often omit details of them from any questionnaire of
this sort. In America, the tracks are often dirt rather than turf
and tend to be drier than British and Irish racetracks.

In another US retrospective survey of injuries occurring at a
single racetrack in the 1970s, a total of 52 jockeys with 102
injuries were recorded over 4170 races. The average number of
injuries per race was 0.024, and most were soft tissue
injuries.63 In this study, fractures and concussions were less
common. Unfortunately the racing surface, medical care, and
protective equipment in use at that time were not recorded.

More recent data from the United States suggests that the
injury rates remain high, with about 20% being head or neck
injuries and 20% being upper limb injuries. In a survey of
about 2700 licensed jockeys, most injuries (42%) were the
result of being thrown from the horse or struck by the horse’s
head (23%). Being thrown from the horse accounted for most
of the severe injuries. Interestingly 35% of injuries occurred at
the starting gate, including 30% of head injuries, 40% of upper
limb injuries, and 52% of lower limb injuries.62

In another retrospective study from Berkshire in England,
comparison was made between severe injuries sustained by
both amateur and professional jockeys.8 In this study, 103
injured riders were surveyed, of which 32 were professional
jockeys. In the group of professional jockeys, 37% of injuries
were to the upper limb (of which, four were fractures), 26%
were to the lower limb (three fractures), 11% were head inju-
ries (one skull fracture), and 6% were spinal injuries (no frac-
tures). It was postulated that differences in injury profiles
between amateur and professional jockeys were related to the

Table 11 Injury rates in Ireland 1992–2000

Injury

Flat racing Jump racing

Injuries as % of total
falls

Injuries per 100000
rides

Injuries as % of total
falls

Injuries per 100000
rides

Concussion 7.11 26.5 2.08 99.5
Fracture 9.88 36.9 3.43 163.7
Dislocations 0.40 1.47 0.25 11.7

Table 12 Sport related deaths in England and Wales 1982–1999

Sport Death rate*

Climbing/mountaineering (excluding hiking and fell walking) >793
Air sports >640
Motor sports 146
Water sports/windsurfing (excluding sailing and fishing) 67.5
Sailing/yachting 44.5
Fishing 37.4
Horse riding (excluding hunting and polo) 34.3
Rugby (union and league) 15.7
Boxing/wrestling 5.2
Soccer 3.8
Cricket 3.1

*Deaths per 100 000 000 occasions (days) of participation.

Horse racing injuries 407

www.bjsportmed.com

http://bjsm.bmj.com


use of protective equipment, more consistent racing surfaces,
and “non-competitive” injuries. For example, in the amateur
group, 25% of injuries occurred on public roads, usually where
the horse reared or bolted when surprised by a passing vehicle.

Similar findings were noted in another study based on
emergency department presentations in England.3 Amateurs
were over-represented in the severe injuries; however, the
small numbers of professional riders seen and the inherent
selection bias make the interpretation of this study limited.

Limited data from the Jockey’s Guild in North America also
highlight specific problems.2 The Jockey’s Guild Inc is a
non-union trade association representing most jockeys in the
United States. The Guild has over 1300 members. It estimates
that more than 100 jockeys have died as a result of racing
accidents since 1950, and five jockeys were killed between
October 1988 and September 1991. In addition, 37 jockeys
were permanently disabled from spinal cord injuries in racing
mishaps.2 12 In the present study, relatively few spinal cord
injuries were noted. This difference is not clearly explained by
the available data.

In extensive reviews of injuries associated with horse
riding, Bixby-Hammett et al14 15 and others24 60 70–72 found that
deaths accounted for less than 1% of all injuries, although
some studies, derived from neurological units, report high
numbers of such injuries. Similar findings are noted in this
study, with only two deaths recorded in the nine year time
frame and a total of nine deaths over a 26 year period of data
collection.

The Sheffield study73 74 provides an analysis of 799 sporting
fatalities involving participants aged 15+ in England and
Wales (1982–1989) (table 12). These data excluded all deaths
from “natural causes” such as coronary artery disease.

To provide a comparison with these values, it is necessary to
convert the Jockey Club data from “rides” to “participant
occasions”. Over the 26 years 1975–2000, there was an average
of 23 jockeys in attendance at each flat race meeting and 25
jockeys for each jump race meeting. This in turn would mean
that comparative values for race fatalities would be as follows.
For flat racing, there were four deaths in 13 846 race meetings
or 1256 deaths per 100 000 000 participant occasions. For
jump racing, there were five deaths in 13 076 race meetings or
1529 deaths per 100 000 000 participant occasions. This indi-
cates that race riding in Great Britain is 58–93% more danger-
ous (in terms of fatal incidents) than climbing/
mountaineering, the most dangerous sport identified by the
Sheffield Study.

With regard to non-fatal equestrian injuries in non-
professional competitors, the most common injuries are soft
tissue injuries (range 1–92%) followed by fractures (4–57%)
and concussion (4–66%). It is worth noting that the definition
of concussion varies considerably in the reported studies,
which may account for wide variations in injury incidence.15

The use of protective equipment is important. As profes-
sionals in a high risk occupation, it is sensible to use protective
equipment to minimise both injuries and time off work. At
present, the use of helmets and body protectors is mandatory.

It is recommended that an approved safety helmet be worn
at all times when mounted.75 The coverage of the helmet is
critical, with some studies suggesting that occipital fractures
are most common,70 76 whereas another suggested that parietal
fractures are the major risk.8 The British standard for riding
helmets (EN 1384.1996) is designed for all forms of
equestrian sport and is compulsory for professional jockeys.77

Similar standards for horse riding helmets exist in other
countries. Interestingly, since this design of helmet was made
compulsory in 1993/1994, no significant changes in concus-
sion rates have been observed. The numbers of fatal brain
injuries are too small to be adequately analysed in this regard.

Indirect evidence exists that head protectors may play a role
in injury reduction, at least in amateurs. Data from the emer-
gency services in Oxford, England showed a fivefold reduction

in horse related injury presentations between 1971 and 1992.

This change was largely due to a reduction in head injury

presentation. This was associated with an increase in helmet

use.16 Similar findings were noted in a paediatric study from

Virginia.41 Strategies to increase helmet use in riders have

been extensively studied.15 78

Body protectors, or safety vests, protect the trunk princi-

pally against soft tissue injuries and rib fractures. It will not

protect the spinal column from compressive injuries nor

against a massive crushing blow to the chest. This item weighs

about 1 kg and its use is compulsory. The European Standard

for these items is EN 13158.2000, and body protectors are

compulsory in Great Britain and Ireland. The effectiveness of

this item remains to be tested scientifically, and, despite the

fact that they have been in use for 20 years, a uniform, inter-

national standard has only just been introduced. Prospective

data will need to be followed over time.

Conclusion
Horse racing is an exciting sport with a high risk of injury.

Jump racing has significantly higher injury rates than flat rac-

ing, particularly in relation to upper limb fractures and

concussion. In addition, there are notable geographic varia-

tions in injury rates, with jump jockeys in Ireland falling less

often and sustaining fewer injuries than those riding in Great

Britain. Although fatal injuries are relatively uncommon, the

incidence per days of participation is strikingly high when

compared with other sports. The introduction of protective

equipment has been an important safety measure, although at

this stage no conclusive data are available on the effectiveness

of head or body protectors conforming to the relevant

European Standard. The improvement in medical regulation

and the development of injury management guidelines in

both Great Britain and Ireland has enabled the collection of

accurate injury information, which in turn may be used in

injury prevention programmes.
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